We investigate the determinants of perceived racial harassment at the workplace, and investigate its impact on job satisfaction and quitting behaviour amongst ethnic minority nurses. To enable this we use data from a unique large-scale survey of British National Health Service nurses. Nearly 40% of ethnic minority nurses report experiencing racial harassment from work colleagues, whilst more than 64% report suffering racial harassment from patients. The experience of racial harassment at the workplace is found to lead to a significant reduction in job satisfaction, which, in turn, significantly increases nurses' intentions to quit their job. These results are found to be robust to endogeneity concerns, and have important policy implications for retaining qualified nursing staff in the British National Health Service.
INTRODUCTION
For the last fifty years, the National Health Service (NHS) has been the cornerstone of the welfare state in Britain. However, since its inception there have been persistent allegations that racial discrimination is an inherent feature of its internal labour market. These allegations have arguably been strongest in the case of qualified nursing staff who are a key input into the production of health care (see Akinsanya, 1988; Baxter, 1988; Beishon et al., 1995; Department of Health, 1998a; Ellis, 1990; and Pudney and Shields, 2000a, 2000b) . 1 As described by Baxter (1988) , ' The endurance of black nurses has been tested more cruelly and far longer, by persistent and systematic racism in the NHS'. This situation is in stark contrast to the 'marriage of convenience' arrangement, which occurred in the 1960s when the NHS actively recruited ethnic minority nurses from overseas in order to meet the chronic shortage of qualified staff faced by the hospital sector (Thomas and Morton-Williams, 1972) . Since that time, members of ethnic minorities have been over-represented in the NHS nursing profession, with 6.3% of females nurses and 14.7% of male nurses coming from such minorities in 1990, compared with 3.6% and 3.9% in all employment in Britain (Beishon et al., 1995) . As such, the NHS represents the largest employer of ethnic minority groups in Britain (Department of Health, 1998a) . 2 Recent government concern about the extent of discrimination in the nursing labour market has led to 'a fair process for determining reward' and 'equality of opportunity' being identified as prime objectives in the Department of Health's recent Consultancy Document 'Working Together: Securing a Quality Workforce for the NHS' (Department of Health, 1998b) .
Racial discrimination, of course, is not only a characteristic of the nursing profession but also of the labour market more generally (for recent British evidence, see Blackaby et al., 1994 Blackaby et al., , 1997 Blackaby et al., , 1998 Modood et al., 1997; and Shields and Wheatley Price, 1999) . These studies have focussed on 'employer discrimination' as the primary explanation for unexplained ethnic differences in labour market outcomes.
However, the causes and consequences of racial discrimination at the workplace have rarely been investigated using more direct measures. In particular, we are unaware of any quantitative studies which have explored the issue of racial harassment at the workplace. 3 This is the most blatant and
Since the introduction of the Criminal Justice and Public Order Act in 1994, all forms of harassment, including racial harassment at the workplace, are considered criminal offences punishable by six months imprisonment or a fine of £5000 (Commission for Racial Equality, 1995) . Moreover, the Crime and
Disorder Act of 1998 created new 'racially aggravated offences' such as harassment, assault or grievous bodily harm, which carry significantly higher penalties.
In this paper, we investigate the determinants of racial harassment at the workplace, and its impact on job satisfaction and quitting behaviour. We examine these issues using a national survey of NHS nursing staff collected in 1994. To the best of our knowledge this survey represents the only large-scale British data source, which provides detailed information on workers' experiences of racially-motivated harassment at the workplace. Throughout the study we define racial harassment as behaviour towards the individual nurse that is perceived to be 'difficult, aggressive or hostile' on the grounds of race or colour.
Given the hands-on nature of nursing, we explore the determinants and effects of such abuse emanating from two sources: work colleagues and patients. These can be considered as particular forms of 'employee discrimination' and 'consumer discrimination', respectively (Becker, 1957) .
Our working hypotheses are that (i) the probability of reporting an episode of racial harassment is a function of the characteristics of individual nurses, the nursing j ob and the employer, and (ii) the experience of racial harassment from either patients or work colleagues leads to a considerable worsening of the work environment for affected nurses. This, in turn, reduces their overall level of job satisfaction (or utility from work) and increases the likelihood of them wanting to quit the NHS. In addition to the large psychological costs, ethnic minority nurses may face long-term economic disadvantage if racial harassment at the workplace leads them to quit nursing and accept a job with lower pay, become unemployed or even drop out of the labour market.
In addition to the personal costs of quitting, high quit rates in the nursing profession impose substantial costs on society. In the UK it costs over £50,000 to train a registered nurse, the vast majority of which is funded by the taxpayer, and over £5,000 for a NHS hospital trust to replace a core staff nurse (Audit Commission 1997) . The social cost is larger for young and newly trained nurses. As we show later, it is precisely this group of ethnic minority nurses who are most likely to report experiencing racial harassment at the workplace, the least likely to be satisfied with their job and the most likely to indicate an intention to quit.
Moreover, in recent years nursing skill shortages have re-emerged in the NHS due to the falling recruitment of school-leavers into the profession and the poor retention of experienced nursing staff. 5 In 1996, for example, there were over 6,600 full-time equivalent posts for registered nurses vacant, of which 43% were unfilled for at least three months (Seccombe and Smith 1997) . More recent estimates place the nurse shortage at 15,000 (Hancock, 1999) . As a result, many hospitals have been forced to rely on temporary bank (or agency) nurses, which has led to considerable concern about the quality of patient care. In the worst cases, staffing shortages have led to ward and theatre closures, which have increased the length of waiting lists for many medical procedures (Audit Commission 1997) . It is therefore important to examine whether, and to what extent, either form of perceived racial harassment at the workplace increases nurses' quitting intentions.
The paper is organized as follows. In Section I we introduce our data source and describe t he particular characteristics of our sample. In the following three sections we first discuss some preliminary statistical results concerning the relevant dependent variables. We then present our empirical model and main hypotheses. Lastly, we discuss the results of the econometric investigations. Section II deals with perceived racial harassment at the workplace. Section III considers job satisfaction and intentions to quit is the subject of Section IV. In Section V we examine the robustness of our estimates to endogeneity concerns. Finally, Section VI presents the conclusions from this study.
I. DATA AND SAMPLE CHARACTERISTICS

Data
In order to explore the labour market consequences of racial harassment we use a unique survey of NHS nursing staff undertaken by the Policy Studies Institute and commissioned by the Department of Health (Beishon et. al., 1995) . Postal questionnaires were sent to a random sample of one-in-three of the permanent nursing staff of 91 NHS employers in England between February and April 1994. Employers based in areas with a high ethnic minority density (and therefore more likely to have a high proportion of ethnic minority staff) were deliberately over-sampled in order to provide reliable information about the experiences of such groups in the NHS. The response rate to the questionnaire was 62%, which generated a sample of approximately 14,000 nursing staff. The survey presents the most comprehensive source of information regarding the state of the nursing profession in Britain, and contains wide-ranging information about the personal and work-related characteristics of nurses as well as their employers.
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In this paper, we focus on those 1203 nurses, aged 21 to 60, who reported their ethnicity as being other than White, and who were qualified as either a State Enrolled nurse (which typically requires two years training) or Registered General nurse (which requires three years training).
Sample Characteristics
We now describe the salient features of our sample and begin by considering the individual (or personal) characteristics of ethnic minority nurses in the NHS. Table A1 , in the Appendix, provides the descriptive statistics of our sample and also those of white nurses as a point of comparison. Only 16.5% of the sample are male which reflects the female-dominated nature of the nursing profession. The average age of an ethnic minority nurse was 43 years, with 69% being married and 51% having at least one dependent child under the age of 16. Over 20% of the nurses in our sample had a high level of education ('A' level or degree), with about 56% having a moderate level of education ('O' level or equivalent) and around 23% possessing no formal schooling qualification.
Using the self-reported ethnicity and country of birth information we can distinguish between four ethnic minority groups of nurses. The largest group (comprising 38.3% of our sample) are Black Caribbean, the vast majority of whom (82%) were born in the Caribbean. of nurses are currently participating in post-basic training. Importantly, over 90% of our sample are members of a trade union or professional organization. It has been shown elsewhere that ethnic minority nurses are less likely to be found in the higher grades and receive lower pay than comparable white nurse (see Pudney and Shields, 2000a, 2000b) .
Our survey data also allows us to identify a number of further job-related characteristics, concerning the nature of nursing in the NHS that may be important in our subsequent analysis. The most prominent working pattern for ethnic minority nurses (accounting for 45% of our sample) is a mixed shift which includes night duties, with the remaining shift patterns split between working days only (27.1%), a mixed shift with no night duties (22.7%) and other (5.2%). A particular feature of nursing in the NHS, which is likely to lead to dissatisfaction with the job, is that nearly 44% of these nurses are working a shift pattern that is not their preferred choice. However, two-thirds of nurses do report having some degree of control over their exact working shift or hours. In each of these non-pecuniary aspects of the job ethnic minority nurses are more likely to report the less desirable outcomes, compared to their white colleagues.
In addition, ethnic minority nurses are often required to participate in unpaid overtime (nearly 7%), to undertake tasks that are generally above their grade (51.5%) and undertake nursing tasks below their grade (54.3%). Ethnic minority nurses are spread widely across specialties with 29.2% working in general medicine, 16.6% in primary and community care, 19.8% in mental illness, 14.9% in care of the elderly and 13.7% in midwifery. A much smaller proportion are employed in mental handicap (7.2%), pediatrics (4.6%) and other (2.4%) specialties. A worrying feature of the internal labour market for nurses in the NHS is that nearly 20% of ethnic minority nurses report facing discriminatio n with regard to gaining promotion or access to training opportunities in their careers.
Lastly, we examine the employer-related characteristics of our sample. Since the NHS health care reforms in 1989 most District General Hospitals (DGHs) have converted into independent NHS Trusts.
As a result only 18.2% of our sample are employed in DGHs and 77.5% work in NHS Trusts. A small minority (4.3%) are based in Family Health Service Authorities (FHSAs). The average size of nursing employers (defined by the total number of nursing staff) is 1134. Interestingly, only 33% of nurses report that their employer actively encourages them to participate in career development activities such as further training. However, 76.1% of ethnic minority nurses report being emplo yed at workplaces that have an equal opportunities policy in operation. 7 It is important to note that the average density of ethnic minorities in the county in which the employers are located is 11.76% (roughly double the national average). This reflects the fact that employers in high ethnic minority regions were over-sampled in the survey. The average proportion of ethnic minority nurses, at our 91 employers, is over 26%. This is again far greater than in the whole NHS. Our NHS employers are concentrated in the Regional Health Authorities (RHAs) of London (50% of ethnic minority nurses in our sample are employed by North and South Thames), with the remainder spread throughout the other English RHAs.
II. THE DETERMINANTS OF RACIAL HARASSMENT AT THE WORKPLACE
Preliminary Analysis
Of particular interest in this paper are the two questions asked in the survey that focus specifically on Table 1 shows the distribution of the answers to these two questions by our four main ethnic minority groups. It is immediately clear that perceived racial harassment is a substantial problem amongst NHS nurses. Nearly 40% (compared to 4.3% of White nurses) of all ethnic minority nurses in our sample report having experienced some racial harassment from work colleagues in their careers, with 6.5% (0.9% of Whites) reporting that this occurs frequently (at least monthly). The incidence of racial harassment from patients, or their families, is even greater. Nearly 65% (15.6% of Whites) of these nurses have been racially harassed by those that they are seeking to help at some point in their career, with almost 10% (2.4% of Whites) reporting that this is a frequent occurrence. It is notable that the incidence of racial harassment is generally higher for Black nurses compared to Asian nurses. Black African nurses are the most likely to have ever been racially harassed by work colleagues, with more than 48% of them having suffered such behaviour in their careers. South Asian nurses are the most likely to experience such abuse on a frequent basis (8.4%) whilst Southeast Asians have the lowest incidence of frequent or infrequent racial harassment from staff. Given the hands-on nature of nursing, and the high proportion of total work-time typically spent interacting with patients, it is worrying to find that over two-thirds of Black nurses, and more than half of Asian nurses, report having been the subject of racial harassment by patients or their families during their working lives.
Model and Explanatory Variables
Given the ordinal nature of our two racial harassment questions we estimate ordered probit models to determine the frequency of racial harassment experienced by individual nurses' in terms of a latent The individual covariates included in the vector IND1 are those that work colleagues or patients with the potential for racial harassment could use to differentiate between nurses at the workplace. Firstly, to avoid the imposition of any particular function form we enter age as 5 spleen dummy variables. Our expectation is that young nurses, recently recruited to the profession, will be more vulnerable to episodes of racial harassment than more experienced nursing staff. We also include dichotomous variables for gender and marital status, as well as indicators of general educational attainment in the models. 9 Given the likelihood that person-to-person racial harassment for ethnic minority nurses will be partly determined by characteristics associated with specific ethnic groups we include our four ethnic minority group dummy variables in the model. We anticipate that those nurses who appear to be the most different from the indigenous white population will be subjected to the greatest frequency of racial harassment.
The second vector of explanatory variables, JOB1, includes a number of distinctive characteristics of the nursing job. To broadly capture the type of nursing tasks undertaken by various nurses we include variables for seniority in our models. We expect that Senior nurses and Nurse Managers from ethnic minorities would be subjected to significantly less racial harassment emanating from fellow work colleagues than nurses at Staff nurse grades (C -E). This is because of the greater likelihood of such incident(s) being reported and disciplinary action taken. The expected relationship, however, is not so clear when considering patient-led episodes of racial harassment. It may be the case that the nurses most likely to be abused are those with whom the patients and their families have the most contact (i.e. Staff nurses). Alternatively, racial harassment by patients or their families may occur more often in more stressful situations, such as when the patient is very ill and the family are extremely concerned about the patients' well being. If this is the case Senior Nurses are more likely to be involved in their care and therefore subjected to such abuse.
The frequency of racial harassment is likely to be related to time spent at work. We would anticipate that part-time nurses might be subject to less abuse. In addition, the shift pattern worked by nurses may make them more vulnerable to racial harassment. In particular, those working night shifts might be more exposed to difficult or aggressive patients and their families. The smaller number of staff working during night shifts, and especially the lower levels of supervision, might be contributory factors. The particular medical specialty is more likely to affect the frequency of racial harassment by patients than that from staff. For instance, patients on the paediatric wards might be less likely to racially harass nurses, whilst patients and relatives attending accident and emergency departments (part of the general medical specialty) might be the most aggressive and likely to be abusive.
Employer-related characteristics (contained in the vector EMP1) may also play an important part in determining the frequency of racial harassment that occurs. Nurses working for Family Health Service
Authorities are more likely to work alone amongst patients in their own homes than those based in hospitals. Here patients are less likely to be restrained in their behaviour or to be witnessed actually racially harassing nurses. The expected penalty from racial harassment is thus reduced and this may increase the frequency of such abuse. In addition, the presence of an equal opportunities policy at the workplace is likely to deter staff from racially harassing nurses due to the increased probability of being reported and heightened awareness of the punishments that would result. Lastly, the ethnic minority density in the workplace may be related to staff-based racial harassment. The perceived threats to other nurses' job security, and the intensity of racial prejudice, are likely to be heightened when ethnic minority nurses are more visible in the workplace. This may well lead to increased occurrences of racial harassment by staff. Similarly, the greater the ethnic minority density in the area that the hospital serves, the more frequent racial harassment episodes by patients are likely to be. Regardless of the source of racial harassment, Black African and Black Caribbean nurses are significantly more likely to experience frequent episodes of racial harassment, compared to South East Asian nurses. South Asian nurses also experience significantly more frequent racial harassment from staff than their South Asian colleagues. These findings generally confirm our expectation that those nurses who appear to be the most different from the indigenous white population will suffer the most abuse.
Empirical Results
Racial harassment from staff is significantly less frequent amongst Senior nurse and State Enrolled Staff nurses than for Registered General Staff nurses. Tenure in current post (and at current grade) is related to the reporting of racial harassment from either source with an inverse U-shaped pattern.
As expected, working a shift pattern with no nights is negatively and significantly (in two out of the three categories) associated with episodes of racial harassment from patients, compared to those working some night shifts. Ethnic minority nurses in the medical specialties of paediatrics, midwifery, mental handicap, primary and community report significantly less frequent occurrences of racial harassment from patients, in comparison with the general medical specialty. However, their colleagues in the care of the elderly specialty are significantly more likely to report frequent episodes of such abuse, than those in the base category. In the case of racial harassment by staff, only those ethnic minority nurses working amongst the mentally ill are less vulnerable than those in the base category. Nurses employed by General District Hospitals are less likely to experience frequent episodes of racial harassment from staff, and those employed by Family Health Service Authorities are significantly associated with frequent abuse from patients, compared to nurses in NHS Hospital Trusts.
Interestingly, the presence of an equal opportunities policy, which implies regular training and monitoring of these issues, significantly reduces the frequency of racial harassment by staff. Evidently, the awareness of the legal situation that this brings, in combination with the deterrent affect of knowing the penalties for such illegal activity, act to reduce the incidence and frequency of racial harassment by staff. Requiring the implementation of equal opportunities policies by all nursing employers and increasing the level of equal opportunities training may go some way towards combating this form of racial harassment. Frequent racial harassment by work colleagues (patients) is statistically associated with increased ethnic minority density at the workplace (in the county). Evidently the majority population, in each case, are more likely to react in this way the greater is the perceived threat from ethnic minorities.
III. THE IMPACT OF RACIAL HARASSMENT ON JOB SATISFACTION
Preliminary Analysis
It seems reasonable to expect that workplaces characterised by racial harassment would, for ethnic minority workers, be less satisfying environments than those where such abuse does not take place. In addition the frequency of occurrence and the sour ce of the harassment would be expected to affect job satisfaction. Therefore we examine the proportion of nurses who were satisfied with their job according to frequency of our two separate sources of racial harassment. As before this is done for the whole ethnic minority sample and for our four separate groups. Our overall job satisfaction measure is defined as follows. In the survey each nurse was asked to rank their overall job satisfaction on the following fourpoint scale: (1) Very Dissatisfied, (2) Dissatisfied, (3) Neither Satisfied nor Dissatisfied, and (4) Satisfied.
In Table 3 we report the proportion satisfied in each cell (i.e. category 4 only) but in our subsequent ordered probit analysis the dependent variable takes the full range of values.
The simple calculations confirm our earlier expectations. The proportion of ethnic minority nurses who are satisfied with their current job is inversely related to the frequency of racial harassment they experience. Interestingly, but perhaps not surprisingly, racial harassment from staff colleagues results in a lower incidence of job satisfaction (12.8% and 30.1%), regardless of frequency, when compared to the more common racial harassment from patients or their families (24.8% and 36.3%, respectively). This finding generally holds for each ethnic group as well. According to our sample of ethnic minority nurses, working in the British NHS is not a satisfying experience. Even amongst those who have never been racially harassed generally more than 50% are not satisfied in their job. 
Model and Explanatory Variables
Since the seminal work of Hamermesh (1977) and Freeman (1978) , there has been a growing literature by economists concerned with estimating the determinants of job satisfaction. Much of this work has been motivated by the psychology literature, which has resulted in considerable agreement over the explanatory variables that are the most important. Whilst there are a few general studies by economists of these determinants (e.g. Freeman, 1978; Clark, 1996) , most research has been directed at explaining the relationship between one particular individual or employer characteristic and job satisfaction.
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The general framework adopted is to define an individual's utility from working as:
where Y is the absolute wage and H is the number of hours worked. Utility from work is assumed to be positively related to wages, and negatively related to working hours. RY is the wage that the worker believes she could earn if employed elsewhere (termed the 'relative' or 'comparison' wage). It is expected that the higher RY relative to Y, the lower will be U. This captures an effect that can be described as relative deprivation, envy, jealousy or inequity (Clark and Oswald, 1996) . Variations in work-based utility are additionally explained by differences in individual specific characteristics, IND, job characteristics, JOB, and employer characteristics, EMP (the later two vectors characterising the general work environment).
14 In this paper we extend the elements in (2) as follows:
where HARASS is the experience of racial harassment at work, assumed to be negatively related to U.
In this context, our self-reported measure of overall job satisfaction is taken to represent a direct proxy for U. Consequently, we estimate ordered probit models to determine the level of job satisfaction reported by individual nurses in terms of a latent variable ( Finally, a continuous relative wages variable is included in log form (RY). This relative wage measure is analogous to that of Clark and Oswald (1996) , but in our case is based on the wages of other public sector employees in Britain rather than the entire employee labour force, conditional on observable human capital characteristics. It was constructed using data from the UK's Quarterly labour Force Survey (see Appendix A2 for details). The comparison with other public sector professions is pertinent since the whole debate about the relative pay of NHS is typically positioned with respect to the pay of public sector employees such as teachers, police and social workers.
Empirical Results
The coefficient estimates for the BASIC and EXTENDED models of job satisfaction are provided in Table 4 . A likelihood ratio test indicates that the EXTENDED model is a significant improvement over the BASIC model ( 2 χ (25) = 161.56; 1% critical value = 44.3) hence we focus our discussion on these results. As expected, the lower the (log) weekly wage and the higher the (log) comparison weekly wage, the lower is the reported level of job satisfaction. Low rates of pay may signal to the nurse that they are not highly valued by employers, which leads to a reduced level of job satisfaction. The second effect is related to expectations of worth. The greater is the difference between a nurse's pay and others in comparable jobs then the less satisfied the nurse is likely to be. Table 2 and, additionally: not currently training; actual shift pattern is equal to preferred; has no control over working shifts and hours; does not often participate in unpaid overtime; does not often undertake nursing tasks above grade; does not often undertake nursing tasks below grade; has not faced discrimination in promotion or training; employer does not encourage human development activities; never been racially harassed by work colleagues or patients, respectively.
In contrast to the U-shaped relationship found for studies of the wider workforce, our results suggest that job satisfaction levels increase progressively with age amongst ethnic minority nurses in the British NHS. Those under 35 years old are significantly less likely to be more satisfied with their job than nurses over 49 years. The coefficients indicate a declining disparity from the base group with increasing age.
Interestingly neither the sex of the nurse nor their marital status or ethnic group (except South Asians)
significantly improve their levels of job satisfaction. Higher levels of qualifications also appear to be significantly associated with higher levels of job satisfaction amongst ethnic minority nurses in Britain.
Several job-related characteristics are statistically associated with reduced levels of job satisfaction amongst ethnic minority nurses. Specifically, those with a number of completed post-basic training spells, required to work sub-optimal shift patterns, unpaid overtime and undertake tasks inappropriate to their grade or working in the mental handicap specialty report lower levels of job satisfaction. However, the nurses in our sample who have some control over their work patterns are significantly more likely to be more satisfied than those who do not.
Furthermore, ethnic minority nurses who have faced discrimination with regard to promotion and training are, not surprisingly, significantly less satisfied with their job than others who have not had such experiences. The magnitude of this coefficient indicates that this is the second most important determinant of job satisfaction. Nurses who work for a District General Hospital and those who have an employer who encourages human development activities are significantly more likely to report increased levels of job satisfaction. We find no significant effect of ethnic density at the workplace.
It is clear from our multivariate analysis that the experience of racial harassment significantly reduces job satisfaction and that frequent episodes of abuse imply a much lower level of job satisfaction than infrequent occurrences. The strongest effects are due to racial harassment emanating from work colleagues. Indeed, the coefficient on frequent racial harassment from work colleagues has the largest magnitude of all the estimated coefficients in the model. This suggests that this form of 'employee discrimination' is the most important determinant of job satisfaction amongst ethnic minority nurses in the British NHS. The more common racial harassment from patients and their families ('consumer discrimination') is also statistically associated with reduced levels of job satisfaction in our sample. Table 5 illustrates the strength of these effects by providing the predicted probability of reporting job satisfaction by source and fr equency of racial harassment. Nurses who report frequent harassment from work colleagues (patients), holding other characteristics at their sample mean values, have a probability of being satisfied of .124 (.238) compared to one of .456 (.470) for nurses reporting no harassment. They are also more than seven (four) times as likely to report being very dissatisfied with their job, and nearly three times (more than twice) as likely to be dissatisfied than those who have not been racially harassed.
IV. THE IMPACT OF JOB SATISFACTION ON INTENTIONS TO QUIT
Preliminary Analysis
The findings in Section III, when taken together with the severe nurse recruitment and retention problems in the British NHS, suggest that it is important to explore the relationship between job satisfaction and intentions to quit. In order to do this, we use the responses to a question concerning nurses' expectations of their employment status three years after the survey. Fourteen possible responses were available, with three indicating that the nurse expected to remain in the NHS (in a better nursing job, the same job and grade, or the same job but at a lower grade), and the remainder focusing on activities outside of the NHS (for example, nursing in the private sector, a non-nursing job, in full or part-time education, working overseas or raising a family). One potential problem with this measure of expected employment status is that respondents could provide multiple answers. Therefore, we have defined a 'STAYER' as a nurse who indicates only one or more of the three staying in the NHS options but nothing else. We define a 'QUITTER' as a nurse who indicates one or more of the non-NHS activities but none of the 'STAYER' categories. The small number of nurses who indicate both a 'STAYER' and 'QUITTER' intention we define as a 'QUITTER', since they have indicated some uncertainty about their future employment status in the NHS.
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The relationship between job satisfaction and quitting intentions is summarised in Table 6 for all ethnic minority nurses and by separate ethnic group. These simple cross-tabulations clearly demonstrate the level of job satisfaction is negatively correlated with increased intentions to quit. Nearly two-thirds of dissatisfied or very dissatisfied nurses (63.2%) expressed an expectation of leaving the NHS within three years. An intention to quit was also indicated by 54.2% of nurses who were neither satisfied nor dissatisfied and 47.6% of those who were satisfied with their job. This pattern is generally repeated for each ethnic group. Given the magnitude of the nurse retention problem in the British NHS these figures are alarmingly high. Between 38.9% and 52% of even the most satisfied ethnic minority nurses in our sample did not expect to working within the organisation three years later. 
Model and Explanatory Variables
There are now a large number of studies that have estimated the effect of wages and other work-related characteristics (e.g. marital status, education) on labour market turnover. Nursing represents perhaps the most researched profession in this regard (recent examples include, Ahlburg and Brown Mahoney, 1996; Parker and Rickman, 1995; Phillips, 1996; Schumacher, 1997) . 18 In contrast, there have been very few studies which have examined the role played by job satisfaction in quitting decisions (Brown and McIntosh, 1998; Clark et al., 1999) . One obvious reason for this is the lack of large-sample longitudinal data that can be used to identify both job satisfaction at wave t-1 and job turnover between waves t-1 and t.
The most notable exception is Freeman (1978) , who used panel data from the US National
Longitudinal Survey (NLS, 1966 (NLS, -1971 and the Michigan Panel Survey of Income Dynamics (PSID, 1972-73) . He found that reported job satisfaction was a significant determinant of quitting and quantitatively more important than wages. This relationship has been confirmed by Akerlof et al. (1988) using the NLS Older men survey, and more recently by Clark (1999) and Clark et al. (1999) using data from the first five waves of the British Household Panel Survey (1991) (1992) (1993) (1994) (1995) (1996) and the first ten waves of the German Socio-Economic Panel (1984) (1985) (1986) (1987) (1988) (1989) (1990) (1991) (1992) (1993) . 19 These studies have robustly established that the causality runs from job satisfaction to quitting outcomes. A further advantage of panel data studies is that unobservable individual heterogeneity can be easily controlled for. However, it has been found that such controls do not significantly change the estimated parameters of the model. This important result suggests that cross-sectional estimates are robust to this issue (see Clark, 1999; Clark et al., 1999) .
In the absence of appropriate panel data, an alternative approach to examining the relationship between job satisfaction and quitting behaviour has been to use the responses from cross-sectional survey questions asking participants about their future employment expectations or intentions (i.e. 'latent' turnover). 20 Recently, Laband and Lentz (1998) confirmed the significance of job satisfaction as a determinant of intentions to quit using a sample of 176 female lawyers collected by the American Bar Association's Young Lawyers Division in 1990. Interestingly, and closely related to the issues addressed in this paper, Laband and Lentz (1998) also provide an insight into the impact of sexual harassment on the labour market outcomes for this group of female employees. In particular, they found strong evidence linking the experience of sexual harassment at the workplace (by supervisors, work colleagues and clients) to reduced job satisfaction and an increased probability of intending to quit the law firm.
Given the cross-sectional nature of our data, the model of quitting behaviour we estimate is similar to Laband and Lentz (1998) . Since we are not able to track nurses over a period of time and observe their actual quitting behaviour, we use information on nurses' intentions to quit in the three years following interview. The question which then arises is 'How good a predictor of actual quitting is intended quitting'? To answer this question we rely on a small longitudinal study of NHS nurses conducted by Mercer (1979) . Although dated, Mercer found that quitting intentions were the strongest predictor of actual turnover, with over 83% of the 17% of nurses reporting an intention to quit having done so within the following year. Steel and Ovalle (1984) also provide some confirmation of this finding, more generally, using a meta-analysis of the large number of psychology studies that have examined the relationship between behavioural intentions and employee turnover.
Considering the dichotomous nature of our quitting variable (i.e. STAYER = 0, QUITTER = 1) we estimate a binary probit model in order to calculate the probability of nurses intending to leave the NHS in the three years following i nterview. We assume that intentions to quit are a function of current job satisfaction (or utility from work) and vectors of individual and work-related characteristics. These vectors aim to capture the labour and non-labour market opportunities available to our sample outside of the NHS.
In order to gain a baseline estimate of the effect of job satisfaction on intentions to quit, we begin by estimating a BASIC model that restricts the coefficients associated with the vectors JOB3 and EMP3 to be zero. IND3 includes dummy variables for age, gender, marital status, ethnicity and highest qualification, and a continuous variable for the number of children (and its square). We might expect that younger nurses and the more educated would have the greatest labour market opportunities outside of the NHS. The vector of characteristics SAT comprises dummy variables for the four levels of reported job satisfaction, with very dissatisfied acting as the comparison category.
In order to capture as much variation in intentions to quit as possible, the EXTENDED model includes dichotomous variables for nursing seniority or grade, part-time work status, tenure in current grade and post, trade union membership and nursing specialty (JOB3). Since senior and manager nursing grades require a considerable amount of nursing-specific human capital investment (on-the-job experience and post-basic training), which would be lost in professions outside of nursing, we might expect that highly trained nurses would be less likely to quit the NHS than more junior nurses. However, it is also the case that a substantial component of senior nurses' job tasks are management and human resource management related, which are general skills applicable to many areas of the labour market.
Thus this group of nurses may be more likely to quit the NHS. The vector EMP3 includes controls for the type and size of employer, whether there is an equal opportunities policy at the workplace and ethnic minority density. Finally, eight regional dummy variables are also included in the EXTENDED model in order to capture differences in labour market opportunities.
Empirical Results
The estimates from the BASIC and EXTENDED binary probit models are shown in Table 7 . A likelihood ratio test indicates that the inclusion of the job and employer-related variables in the EXTENDED model do not provide a significant improvement over the BASIC model ( 2 χ (25) = 28.37; 10% critical value = 34.38). 21 However, the full model results are presented so that it can be clearly seen which job or employer-related characteristics are significantly associated with quitting intentions and which are not.
The probability of intending to quit for an ethnic minority nurse (using the EXTENDED model estimates evaluated at average characteristic values) is 0.534.
In both sets of estimates nurses aged less than 30 and 30-34 are significantly more likely to indicate an intention to leave the NHS than nurses over the age of 50. This suggests that the NHS is at a greater risk of losing newly qualified nurses than those approaching retirement. Indeed nurses aged less than 30
(aged 30-34) have a 0.274 (0.172) increased average quitting probability, compared to the base category. 22 Nurses aged 45-49 are significantly less likely to indicate an intention to quit than those over 50 years old. Quitting intentions are also significantly related to the number of children with a U-shaped pattern. Having a few children decreases, but having many children increases, the likelihood of a nurse intending to leave the NHS in the near future. Being married is associated with a significantly reduced probability of leaving, but the sex, ethnic group and level of qualifications of these nurses are not statistically associated with their intentions to quit. General Staff nurse. This is a cause for considerable concern since these individuals are the most experienced and highly qualified nurses, and therefore the most difficult to replace. Paediatric nurses are significantly less likely to quit (marginal effect = -0.188) than those in the general medical specialty. The only other statistically significant characteristics in the EXTENDED model are for nurses aged 35-39, tenure in current post and for three of the regional dummies.
Importantly, increased levels of job satisfaction are significantly associated with reductions in intentions to quit amongst ethnic minority nurses in the NHS. The effects are quantitatively large with nurses who are satisfied (neither satisfied nor dissatisfied) with their job having a probability of quitting 0.227 (0.155) lower than those who are very dissatisfied. 23 Given the low levels of job satisfaction amongst ethnic minority nurses and the nurse retention problems in the NHS these findings are particularly worrying.
V. TESTING FOR ROBUSTNESS
In the sequential model framework we presented in Sections II, III and IV, we assumed that the error terms of the racial harassment, job satisfaction and intentions to quit equations were independent.
However, it might be the case that there exists an unobservable individual characteristic that jointly determines two or more of these outcome measures. Examples of such characteristics might be poor health or a general 'bad attitude' to work, which are unobserved in the survey. To provide a simple test of the robustness of our findings to endogeneity concerns we have simultaneously modelled perceptions of racial harassment, job satisfaction and intentions to quit using a multivariate probit framework. This model is a direct three-equation extension of the widely used bivariate probit model, and allows for contemporaneous correlation between the residual terms. If our separate model estimates were subject to such endogeneity concerns, this methodology would lead to more consistent estimates of the relationship between the three outcome measures. Given the difficulties involved with the evaluation of higher-order multivariate normal integrals, the model is estimated by approximating the CDF using the GHK simulated maximum likelihood estimator as implemented by the MPROBIT command in LIMDEP V.7 (See Greene 1997, for a fuller discussion).
To order to estimate this model we need to construct binary indicators of racial harassment and job satisfaction (our intentions to quit variable is already binary). Thus we have created a variable that takes the value of unity if a nurse reports experiencing racial harassment at work (either from work colleagues or patients) and zero otherwise. 24 Similarly, we have collapsed our ordered job satisfaction measure into a SATISFIED variable that takes the value 1 if a nurse reports satisfaction with her job, and 0 otherwise.
The covariates included in the three equations are the same as reported in the separate models presented above, thus providing a number of identification restrictions.
The estimation results suggest both a positive and significant correlation between the error terms of the racial harassment and job satisfaction equations ( ρ = 0.255, | t| = 1.565), and between the job satisfaction and intentions to quit residuals (ρ = 0.399, | t| = 3.069). In contrast, we find no statistically significant between the error terms in racial harassment and intentions to quit equations (ρ = -0.050, |t| = 0.670). Importantly, our findings with respect to the effect of perceived racial harassment on job satisfaction, and of job satisfaction on intentions to quit, remain statistically significant. It also remains the case that perceived racial harassment from work colleagues causes a greater reduction in job satisfaction than such harassment from patients, and that reported job satisfaction has the greatest impact on quitting intentions of all the covariates included in the model. 25 Overall, these findings provide us with greater confidence in the robustness of our results, and also appear to support the conclusions of Clark et al. (1999) and Clark (1999) , who note that cross-sectional estimates of the determinants of job satisfaction are typically robust to endogeneity concerns.
VI. CONCLUSIONS
This paper provides some of the first evidence on the incidence and determinants of (perceived) racial harassment at the workplace and, through its association with reduced levels of job satisfaction, its impact on intentions to quit. We have used a large and informative survey of British NHS nurses collected in 1994, which over-samples those from ethnic minority backgrounds. Our results indicate that racial harassment is a considerable problem in the NHS. The majority of ethnic minority nurses in our sample report having experienced racial harassment from patients or their families and a substantial minority report having suffered such abuse from work colleagues. However, we need to emphasise that our findings are based on self-reported occurrences of perceived racial harassment rather than objectively identified episodes. Unfortunately, we know nothing about the correlation between these perceived and actual events. This is an important area for future research.
Our results indicate that Black and South Asian nurses, those with higher general qualifications or who are Registered General Staff nurses are the most likely to report frequent episodes of perceived racial harassment from work colleagues. In addition, this form of 'employee discrimination' is more likely to be reported by nurses who work for NHS hospital trusts or for employers who do not have an equal opportunities policy. Racial harassment by patients (or their families) is reported more frequently by Black and younger ethnic minority nurses, those working some night shifts and those in the care of the elderly or general medical specialties. Ethnic minority nurses employed by Family Health Service Authorities and working in high ethnic minority density regions report more frequent occurrences of such 'consumer discrimination'.
According to our estimates, the most important determinants of job satisfaction are having experienced racial harassment at the workplace and self-reported perceptions of having faced discrimination in promotion and training. Frequent episodes of perceived racial harassment from work colleagues have the largest detrimental effect on job satisfaction levels -they are seven times as likely to be very dissatisfied with their job than those who have never suffered such abuse. Those reporting frequent racial harassment from patients are four times as likely to be very dissatisfied with their job than those who report no racial harassment from this source. These findings suggest that these forms of 'employee discrimination' and 'consumer discrimination' significantly reduce individual nurse's utility from work with, with the former type having the largest effect.
Nurses who are very dissatisfied with their job, or are neither satisfied nor dissatisfied, have an increased probability of intending to quit the NHS, compared to nurses who are satisfied. We find that these quantitative impacts are robust to concerns of endogeneity in our models. Since perceived racial harassment is the quantitatively largest determinant of levels of job satisfaction, these findings suggest that reducing the frequency of such attacks, particularly from work colleagues, may play an important part in the struggle to retain nurses in the British NHS.
Several policy recommendations follow from this empirical investigation. They are:-
(1) NHS employers should pay particular attention to the groups of nurses identified as being most at risk of racial harassment;
(2) Rigorous monitoring of NHS working environments should be implemented as a priority;
(3) Training should be given to ethnic minority nurses to enable them to effectively handle difficult encounters with patients (and their families);
(4) Particular attention should be focused on workplaces with high concentrations of ethnic minority nurses.
APPENDIX A -SAMPLE CHARACTERISTICS constructed by estimating a simple log weekly wage regression for our sample of public sector employees, controlling for age (and age squared), gender, ethnicity, marital status, highest qualification, part-time status and region. Using the estimated parameters from this model, we mapped the predicted weekly wage, conditional on the same set of individual characteristics, into the nursing sample. This provides us with a continuous measure of the 'comparison wage', which we include as an additional covariate in the ordered probit job satisfaction models. 17 Over 80% of the sample indicated only one future employment intention. When the small group of nurses who indicated both 'STAYER' and 'QUITTER' intentions are excluded, and the results reported in Table 3 are qualitatively unchanged. 18 Reviews of the nurse turnover literature in Britain include Gray and Phillips (1992) and for the US include Tai et al. (1998) . 19 Of course, economists are by no means the only group to study this relationship. We can also point to a substantial literature by psychologists, which has found a negative relationship between reported job satisfaction and quitting. Many of these studies, however, have been based on very small samples of employees with little conformity in the control variables used (Clark et al., 1999) . McEvoy and Cascio (1985) and Carsten and Spector (1987) provide evidence from meta-analyses, and Steel and Ovalle (1984) , Hom et al. (1992) and Warr (1998) review the literature. 20 For example, Gordon and Denisi (1995) use data from three public sector organizations in the US primarily to investigate the relationship between trade union membership and reported job satisfaction. They found, using one of their samples (721 fulltime assistant, associate and full professors from Rutgers University collected in 1989-90) that job satisfaction was negatively and significantly related to intentions to quit. Their estimates suggest that increasing the job satisfaction index by one standard deviation reduces the average probability of intending to quit from 0.27 to 0.19, whilst a one standard deviation decrease in job satisfaction increased the quitting probability to 0.38. 21 If the EXTENDED model is estimated without vector EMP3, it is a significant improvement over the BASIC model. 22 This finding is not only due to nurses intending to leave for child rearing. When the model is estimated for male nurses alone, younger nurses are still significantly more likely to intend quitting the NHS. 23 In this paper, we have modelled the impact of racial harassment on quitting behaviour as operating through a reduction in reported job satisfaction (interpreted as a loss of utility from work). An alternative approach would be to include both job satisfaction and racial harassment measures directly into the quitting model (See Laband and Lentz, 1998) . When the model is estimated as such, the marginal effect of job satisfaction on quitting intentions is slightly reduced. However, the marginal effect of racial harassment, holding constant job satisfaction, becomes insignificant in the case of harassment from patients whilst the probability of intending to quit increases by 0.093 for frequent racial harassment from staff and by 0.055 in the case of infrequent harassment from this source. 24 In theory we could estimate a four equation system, with separate equations for both forms of racial harassment. However, we do not have a suitable instrument or set of instruments which can be used to distinguish between these two equations. In the models of Section II the only different covariates included in the two ordered probit models are ethnic density in the county (in the patient model) and at the workplace (in the work colleagues model). These two measures of density appear to be too highly correlated to act as identifying restrictions. 25 The coefficients on the racial harassment indicators in the job satisfaction model, given the base category of no experience of racial harassment, were: -0.891 (|t| = 3.132) for frequent staff harassment; -0.259 (|t| = 2.764) for infrequent staff harassment; -0.553 (|t| = 1.657) for frequent patient harassment; and -0.095 (|t| = -1.070) for infrequent patient harassment. In the intentions to quit model the coefficients on the job satisfaction indicators, given the base category of very dissatisfied, were: -1.134 (|t| = 4.602) for satisfied; -0.344 (|t | = 1.807) for neither satisfied or dissatisfied; and -0.284 (|t| = 1.382) for dissatisfied. For the sake of brevity we do not present all the additional estimates. However, they are available from the authors on request.
